A review ofall patients treated for acute cholecystitis (n 5848) during an 18-year period (1969)(1970)(1971)(1972)(1973)(1974)(1975)(1976)(1977)(1978)(1979)(1980)(1981)(1982)(1983)(1984)(1985)(1986) at two hospitals (one practising early surgery in patients with acute cholecystitis and the other not) disclosed that 104 (1.8%) had bile within the abdominal cavity at surgery; 71 with a visible perforation of the gallbladder and 33 without. The bile was infected in 82% of performed cultures (most commonly with Escherichia coli). Mortality was 7.7% (8/104 patients), being 20% (4/20)in the hospital practising delayed surgery and 5% (4/ 84) in the hospital practising early surgery (p<0.10). Infectious complications were responsible for the deaths by leading to multiple organ failure with pulmonary or renal insufficiency or gastro-intestinal bleeding. The timing of surgery was the only factor that had prognostic significance, i.e. the longer the hospital delay before surgery the higher the mortality, although elderly patients or patients with perforation tended to have a worse prognosis. In conclusion, the results of this study indicated that early surgery is important in patients with acute cholecystitis as a means of lowering mortality in bile peritonitis in this condition.
INTRODUCTION
The first report on perforation of the gallbladder was published in 18441 and has been followed by a number of reports documenting its severity, especially when associated with acute cholecystitis. Morbidity and mortality continues to be high even in fairly recent studies, despite improvements in diagnostic facilities, antibiotics and intensive care2-4. This study reviews our experience of bile peritonitis in acute cholecystitis and aims at defining factors of prognostic importance.
MATERIAL
During the 18-year period 1969 to 1986, 5848 patients were treated with a diagnosis of acute cholecystitis at the Departments of Surgery, Lund University (n 4940) and Ystad General Hospital (n 908). This retrospective study was focussed on the 104 patients (1.8% of all patients) that had bile within the abdomen at operation; 71 (68%) patients had a perforated gallbladder, whereas 33 (32%) patients did not have an obvious perforation. In Lund bile peritonitis was found in 84 patients ( Upper G-I bleeding 2 3 In the hospital practising early surgery, the transition from early to emergency surgery in patients with acute cholecystitis, and the increased routine use ofemergency ultrasonography, during the last 7 years of the study period was associated with zero mortality in cases of bile peritonitis. Postoperative morbidity and mortality is multifactorial, but it is conceivable that the aggressive surgical attitude contributed to the absent mortality. Also, it appears likely that emergency ultrasonography in patients with suspect acute cholecystitis is helpful in some patients by establishing a definitive diagnosis and by demonstrating signs of imminent It should be noted that the incidence of bile peritonitis was not appreciably affected by emergency surgery and that perforation of the gallbladder was equally common at the two hospitals. These findings infer that perforation may occur quite early during the process of cholecystitis and that emergency surgery is advantageous mainly because it shortens the period of free bile in the abdomen. Also, these findings may suggest that intraperitoneal accumulation of bile without obvious perforation is a separate condition. However, it is more likely that it simply represents an earlier stage of the inflammatory process. This interpretation is supported by the finding that the percentage of perforated gallbladders was larger in the hospital with longer patient's and hospital delays.
Unlike other authors3, we did not find that high age was associated with an increased risk ofdying from bile peritonitis. This may, however, be a type II error, and we believe that early surgery in acute cholecystitis is to be recommended also in elderly patients.
INVITED COMMENTARY
This paper reviews an uncommon complication of acute cholecystitis bile peritonitis. The authors report a 1.8% incidence of this complication which was associated with a commendably low 8% postoperative mortality. They have shown that this complication is difficult to diagnose clinically, that the peritoneal bile is usually infected with gram-negative organisms, and that a delay in surgery may increase operative risk especially from infective complications. They conclude that this experience supports a policy ofurgent (within 24 hours ofadmission) surgery for acute cholecystitis.
While early surgery for acute cholecystitis has been shown to be effective and safe in low risk patients ,2. we must be cautious when drawing conclusions for the overall treatment of a condition on a basis ofa retrospective review of a complication, albeit a serious one, which occurs in less than 2% of patients. This is particularly so when a policy of early surgery as practised at Lund has had a disappointing impact on the incidence of bile peritonitis found at operation. Bile peritonitis is not the only cause of death in patients with acute cholecystitis and overall mortality and morbidity must be our prime consideration when deciding management policies. BILE PERITONITIS 13 Although elective cholecystectomy has been reported to be safe in the elderly , acute cholecystitis in these patients carries an appreciable mortality much of it attributed to concurrent disease'. Patients with acute cholecystitis who are at a high surgical risk may be managed non-operatively at first, although early surgery is recommended if they do not improve over 12-24 hourss. It would be interesting to know how many patients in this series were treated non-operatively.
